The problem of satisfactory treatment of the pilonidal sinus is so well-known as to require no further justification for reporting a method of repair only briefly mentioned in the literature.
The aetiology and pathology of pilonidal sinushas been fully discussed in many papers and though varied theories have been propounded it will suffice to mention only a few. The most widely accepted theory is that of Sir John Bland Sutton (I9I7) who suggested that a congenital faulty skin coalescence in the middle line of the lower sacral region of the back may lead to the formation of post anal dimples and coccygeal sinuses, and these may be termed sequestration dermoids. Patey and Scarff (I946) suggest that only a small proportion of sinuses are developmental in origin and that the majority are primarily of an infective origin. King (1947) believes that irritation in the intergluteal folds leads to a depression or crypt and this crypt becomes the repository of debris and hairs, ultimately infection with sinus formation occurs. Davies and Starr (1945) quote and confirm Kooistra's (1942) findings of multiple midline dimples in the caudal midline zone of embryos and their persistence through adult life, they draw attention to the fact that the skin of the natal cleft is thin and contrasts with the thicker texture of the skin of the buttock proper, and in many individuals the natal cleft manifests one or more dimples which they believe to be embryonic relics and potential pilonidal sinuses. They give a detailed anatomical description of the fascia binding the skin of the natal cleft to the sacrum and coccyx and postulate reasons for the sinuses being more commonly found extending upwards and to the left of the midline. They point out that the blood supply to the natal cleft in the midline is by means of small branches from the posterior perforating arteries which emerge from the sacral foramina and a strictly midline blood supply does not exist.
The treatment of the acutely inflamed pilonidal sinus is well understood but the problem lies in the handling of the non-inflamed and recurrent sinuses. into the defect as described by Davies and Starr. These are satisfactory in most cases, but it involves a lengthly operation and in some cases a marginal skin loss occurs. The healing time is then protracted; haematoma formation beneath such flaps is utterly disastrous. 4. Dissection of the sinus from under a full thickness flap of the local skin which is then resutured over the defect, Brezin (I943).
5. The simpler procedure and far less time consuming method described by Boger and Pinkham (I9i) of using a split skin graft to cover the defect.
The following two cases of recurrent pilonidal sinuses are described in detail: Case I J.C.S.-male aged 30 years. Occupation: Seaman in the Royal Navy. In February 195I, while serving at sea, he developed a pilonidal abscess, which was treated by local applications and allowed to discharge spontaneously, and the purulent discharge persisted for four weeks.
Six months later he was admitted to a hospital where complete excision of the sinus, and epithelial lined tract was carried out. place. Subsequently, two further operations using the same technique were performed. He was transferred to this Unit in July, 1952. Examination. Normal heavily built man. C.V.S. C.N.S. R.S.-normal. B.P. 120/80. Urine-normal.
Perineum. A large sinus was situated in the natal cleft, I in. in length and 2 in. in depth, and the tract was lined with unhealthy granulation tissue. The surrounding skin was heavily scarred. (Fig. i) .
Proctoscopy. The anal canal was normal. Operation. The sinus, surrounding scarred skin, the tract and all palpable scar tissue was excised. Double rotation flaps were then cut from the buttocks and sutured together in the midline to close the defect (Fig. 2) .
Superficial loss of the edges of the rotational flaps occurred (Fig. 3) but the suture lines healed in four weeks. The patient remained free from recurrence for three months, but was readmitted at the end of that time because he had a discharge from the lower end of the central scar in the natal cleft. Exploration of the sinus showed a large abscess cavity situated beneath the right rotation flap. The abscess was evacuated and the pyogenic membrane removed, and the flaps were resutured. Subsequently, the patient complained of an intermittent purulent discharge from the midline scar. Six months later a further exploration of the sinus was carried out and the pyogenic membrane was stripped from a further abscess cavity. A stent mould was made of the defect and painted with mastasol, and a free graft cut from the thigh was wrapped on the mould raw surface outwards, and placed into the defect. The mould was secured in position and left undisturbed for six days. During the first four post-operative days the bowels were constipated by oral tinct. opii. Healing was complete in ten days, and at the end of six months there was no sign of recurrence (Fig. 4) Perineum. There was a large unhealed area present in the natal cleft measuring 2 in. by 2 in. (Fig. 5) .
Operation. Complete excision of the unhealed area and surrounding skin edges was carried out, and mobilization and advancement of the gluteus maximus on both sides of the cleft allowed direct suture of the muscle in the midline. The subcutaneous tissue and skin were then sutured under 'moderate' tension with nylon mattress sutures.
A small area of breakdown of the skin edges occurred in the middle of the suture line, and although epithelialization occurred the suture line remained unstable. Four months later the patient was readmitted with a recurrence of the discharge and a sinus.
Excision of the sinus and surrounding skin together with all palpable scar tissue in the subcutaneous fat was performed. A Thiersch graft was cut from the thigh, and was sutured into the defect. The cavity was then carefully packed with flavine wool, even pressure being obtained by black silk oversutures. The graft took well and the cavity was healed in ten days. Eight months later there was no evidence of recurrence (Fig. 6) . Discussion In considering the aetiology and pathology little can be added, except to draw attention to the possibility that those patients who present with multiple recurrences, and 'have multiple sinuses opening in the natal fold close to the anus, present a similar clinical picture to suppurative hidradenitis, in this condition no surgery falling short of excision ' en bloc' of all involved areas and subsequent skin graft, can be successful.
In assessing the value of split skin grafting of the defect after excision of a pilonidal sinus no suggestion is made that all cases should be treated in this way. In the small non-infected cysts where minimum excision is adequate, direct closure is the method of choice.
It is in those cases which have undergone repeated inflammatory attacks of the cyst and developed multiple sinus openings, or recurrence has occurred after excision and direct closure, that repair by a split skin graft is recommended. It allows a wide and adequate excision down to presacral fascia and provides a simple method of healing the tissue defect with the result that the time spent in hospital is lessened-a factor not to be forgotten in the age group in which this condition occurs. With adequate control of the bowels contamination of the graft is eliminated. Chemotherapy may be a useful adjunct, though in the two cases discussed, it was not given.
A further factor of note is that after one primary excision skin shortage plays a part in the recurrence and by a free graft this defect can be corrected. Tenting of the skin over a subcutaneous cavity is eliminated and the possibility of haematoma formation, almost certainly a factor in recurrence of this condition, is reduced.
Finally, the grafted skin rapidly settles in the natal fold and becomes adherent to the presacral fascial thereby approximating to the normal natal fold skin.
I Table. The leg flap also is fully adjustable and can be removed instantly from the Table in any position. A carefully proportioned perineal recess allows maximal exposure of the perineum for all diagnostic and surgical procedures with the patient in the lithotomy position. A built-in back elevator is controlled from the head-end of the Table. All main gear mechanisms are enclosed and particular attention has been given to the overall design so as to make routine cleaning and maintenance simple in the extreme.
For many years past, Allen & Hanburys Ltd., have achieved a large measure of export business in Operation Tables and it is considered that this  Table, which combines unrivalled engineering craftsmanship with undisputed leadership in design, will maintain their leading position in the export field. 
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